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To the Editor: The RIFLE criteria have been simplified to focus
on change in the levels of serum creatinine and urine output
for the classification of acute kidney injury. In the review article
by Ricci et al.1 the authors indicate that the multilevel
classification is a good outcome predictor in patients with
acute kidney injury. However, acute kidney injury or originally
named acute renal failure is a complex disorder with wide
variation in etiologies. For example, the causes of acute renal
failure are usually stratified into prerenal, renal, and postrenal
types. In those patients whose acute renal failures are prerenal
and postrenal in origin, their urine output and renal function
will improve quickly when renal perfusion is restored and
urinary obstruction is relieved, respectively. Conversely, in
typical cases of intrinsic acute renal failure, whatever the
treatment, renal function rarely improves rapidly and may be
detrimental to long-term renal function.2
Accordingly, discerning etiologies of acute renal failure
should be emphasized for not only the diagnosis and
treatment, but also the prognosis. Although oliguria or
decreased glomerular filtrate rate are found in patients with
prerenal and postrenal acute renal failure, their renal
outcomes will be excellent if the correction is made as soon
as possible. Depending on only urine output and levels of
serum creatinine is insensitive to the structural damage in the
kidneys.3 Therefore, on the basis of currently available data,
there seems to be limited value in moving away from our
current practice of using etiologies of acute renal failure for
predicting renal outcomes.
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Dr Chen correctly points out that ‘acute renal failure (ARF)
is a complex disorder with wide variation in etiologies.
Although oliguria or decreased glomerular filtrate rate are
found in patients with prerenal and postrenal ARF, their
renal outcomes will be excellent if the correction is made as
soon as possible.’ We completely agree that discerning
various etiologies of ARF would be helpful not only for
diagnosis and treatment, but also prognostication.
We reiterate, however, that the risk of renal dysfunction,
injury to the kidney, failure or loss of kidney function, and
end-stage kidney disease (RIFLE) classification was origin-
ally intended to standardize the manner in which
physicians define, first and foremost, the presence of acute
kidney injury (AKI) and, second, its severity. This was to
facilitate comparison of information across different
studies and populations. It was not specifically created to
predict outcome. The transition in terminology from ARF
to AKI served to emphasize that the spectrum of disease is
much broader than that subset of patients who experience
failure requiring dialysis support.1 This new nomenclature
underscores the fact that AKI exists along a continuum,
recognizing that an acute decline in kidney function is
often secondary to an injury that causes functional or
structural changes in the kidneys and that the more severe
the injury, the more likely the overall outcome will be
unfavorable, regardless of etiology. ‘Pure’ prerenal ARF or
postrenal ARF are not commonly seen in the ‘real’ clinical
world.2 More often AKI is multifactorial in origin,
particularly among medical and critically ill patients, and
labeling of only a single etiology such as sepsis or acute
tubular necrosis is often a rather artificial academic
endeavor.2 In our study, there appeared to be a stepwise
increase in crude mortality with worsening RIFLE class in
a variety of patient populations, who presumably would
have assorted etiologies of AKI.3 Although adding a
separate component to codify the etiology of AKI would
no doubt be propitious, this does not in any way detract
from the fact that the RIFLE classification is a clinically
useful tool in the context of current clinical practice.
Nevertheless, we had acknowledged that the RIFLE
classification is not perfect and has its limitations; we
mentioned among these the fact that it does not take into
account the etiology of AKI. As we pointed out, further
refinement of AKI definition and classification continues
to be the subject of research and focus groups, including
the AKI Network. In a modified version of the RIFLE
classification, the AKIN has stipulated that the ‘diagnosis
based on the urine output criterion alone will require
exclusion of urinary tract obstructions that reduce
urine output or of other easily reversible causes of reduced
urine output (and this would include prerenal AKI). The
above criteria should be used in the context of the clinical
presentation and following adequate fluid resuscitation
when applicable’.4 This and future consensus definitions
will similarly have to be validated before being adapted
into common clinical practice.
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